INTRODUCTION

CASE REPORT
A 31-year-old woman visited our hospital with painful lowerleg swelling persisting for 6 days. She showed no fever, dyspnea or chest pain and was not on any medication. A review of her medical history revealed neither a recent trauma or allergy nor any cardiac or other disease. On physical examination, both lower legs showed diffuse pitting edema without skin discoloration or heating sensation. An US (iU 22 unit; Philips Medical Systems, Bothell, WA, USA), performed on an out-patient basis ruled out an acute deep-vein thrombosis, but showed interstitial fluid in the thickened subcutaneous layer and perifascial fluid along the superficial fascia of both lower legs (Fig. 1A) . However, no significantly enlarged lymph nodes or intramuscular focal lesion was observed in either lower extremity. The preliminary Eosinophilic fasciitis (EF) is a rare disease characterized by symmetric and painful swelling with progressive induration and thickening of the skin and soft tissues of the limbs and trunk. Herein, we report a case of a 31-year-old woman who presented with painful swelling in both lower legs which persisted for 6 days. She underwent ultrasonography (US) in an out-patient department to rule out deep-vein thrombosis. The US did, however, reveal perifascial fluid in the thickened superficial fascia and interstitial fluid in the subcutaneous layer of both lower legs. Magnetic resonance imaging findings were identical to the US and additionally showed no involvement of the muscles or deep fascia. Laboratory data, showing peripheral eosinophilia and a US-guided gun-biopsy showing lymphocytic and eosinophilic infiltration were both indicative of EF. The patient was treated with corticosteroids, resulting in a remarkable improvement in both the lower-leg edema and peripheral eosinophilia. There was no recurrence after 7 years of follow-up. In the present case, fascial thickening with EF was confirmed by an US-guided biopsy, even though the full-thickness skin-tomuscle biopsy is known to be a confirmative method for diagnosis. The radiologic, clinical and pathologic findings were consistent with EF. However, the inflammatory changes involving the superficial fascia and subcutaneous fat layer, but not involving the deep fascia or muscle might be indicative of an acutephase of EF prior to the formation of fibrosis or a morphea-like lesion of the skin as reported in previous cases (5-7). Although a relapse occurred following the cessation of medication, an early restart of medication might have helped to prevent a refractory fibrosis. Previous EF studies just noted the described fascial thickening and enhancement in the superficial and deep fascia (on enhanced MRI) and an induration or morphea-like skin thickening (on physical examination). In those cases lasted the symptom duration several months (5-7). In our presented case, the patient experienced duration of symptoms for six days only before medication start and showed a complete remission with (Fig. 1B) , the fluid-signal intensity in the subcutaneous fat layer and superficial fascia of both lower legs suggested diffuse inflammatory changes. The fat-suppressed enhanced T1-weighted imaging (Fig. 1C) also showed a mild superficial fascial enhancement corresponding with the T2WI and US locations. On US and MRI, no focal lesion was detected either in the muscles or deep fascia of the lower legs. Considering the laboratory and imaging findings of prominent fascial involvement and peripheral eosinophilia, EF was regarded as a first differential diagnosis. An US-guided gun biopsy was subsequently performed on the right lower leg and the specimen showed fascial thickening by an inflammatory infiltration of lymphocytes, plasma cells and eosinophils (Fig. 1D,   E) , sufficient for the confirmative diagnosis. Accordingly, the treatment was started with prednisolone (40 mg daily). After two days of treatment, the symmetric pitting edema had dramatically improved the differential eosinophil count had sharply decreased from 28.9% of WBC (17050 cells/μL) to 4% (9700). shown; in rhabdomyolysis and acute muscle denervation, the main characteristic abnormality is noted in the muscle. Meanwhile, the US plays the main role in the identification of a fascial abnormality and the exclusion of several diseases such as deepvein thrombosis, myositis and pyomyositis (9). In the presented case for example, the initial US ruled out a deep-vein thrombosis.
Most previously as EF reported cases showed a relative long duration of symptoms from months to years which we call chronic.
In those cases, the imaging findings were thickening of both superficial and deep fascias. In our experienced case, the time interval between the initial manifestation of symptoms to the imaging work-up was short compared with previous cases, resulting in acute to subacute imaging findings; interstitial edema and superficial fascial thickening, resembling a case reported before (8) .
In summary, we report a case of EF with early diagnosis and complete remission. Even though the imaging-based diagnosis
